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Editorial Comment
The Case for Subclavian
Flap Repair*
DAVID B. CAMPBELL, MD,
MARY BARTHOLOMEW, MS,
JOHN A. WALDHAUSEN, MD
Hershey, Pennsylvania
Beekman et al. (l) are to be commended for their careful
follow-up of patients after surgical treatment of coarctation
in the first 12 months of life. Their experience in treating
125 infants with coarctation of the aorta has led them to
conclude that repair by subclavian flap angioplasty is equiv-
alent to resection and end to end anastomosis. They state
that this conclusion is in conflict with several reports that
acknowledge the superiority of the subclavian flap repair in
this age group. Several aspects of their report must be care-
fully examined; the definition of "recoarctation,' the raw
numbers involved in patient-related calculations, the validity
of assumptions made in the analysis and the final conclu-
sions.
Analysis of the authors' results. "Recoarctation" im-
plies the existence of a pathologic process that ultimately
foils an adequate operation. Of the 55 infants who survived
the subclavian flap repair, the authors report on 5 who de-
veloped recoarctation. Three of the five patients, however,
had a blood pressure gradient of more than 20 mm Hg
immediately after repair, which suggests that, rather than
experiencing recoarctation, they had inadequate initial re-
pair. The other two patients required reoperation at 4 and
5 months, respectively, after presumably satisfactory repair.
The raw data thus indicate that after 5 months there is
no late failure of the subclavian flap operation. Nevertheless,
the authors Use a "mean reoperative rate" that is based on
the assumption that the rate of reoperation remains constant
throughout the follow-up period. The subsequently com-
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puted hazard function, the actuarial graphs and, indeed, the
conclusions of the report hinge on this invalid assumption.
The graphic presentation of actuarial curves and reoperation
risk functions that project continually increasing risk at 8
and 10 years is inappropriate because it represents neither
the authors' experiences nor ours. These criticisms and the
recognition of a mean follow-up duration of 2.5 years for
the subclavian flap group (only 13 patients were followed
up for 5 years) lead us to challenge the power of the analysis
presented by Beekman and colleagues. Their statistical ma-
nipulations have prevented them from seeing the merit of
their own experiences.
Technical considerations. Technical details of the sub-
clavian flap repair of coarctation in infants are of particular
importance and have been described. Adequate excision of
the coarctation shelf is mandatory to minimize deformity,
turbulence and the postoperative gradient. The flap must
extend well beyond the narrowed area. Adherence to these
points is key to eliminating early' 'recoarctation.' Although
it is not clearly stated in their report, it appears that repairs
were made with continuous suture technique using nonab-
sorbable suture material. We have shown (2,3) that when
repair is done with nonabsorbable suture material, an in-
terrupted technique provides superior results. Using ab-
sorbable vascular suture for continuous repair has also
produced satisfactory results (3,4).
Conclusions. The authors have presented an important
series of infants with coarctation repaired by two different
methods. Late recurrent coarctation in patients repaired by
resection and end to end anastomosis is again identified as
a major problem. Late failure of subclavian flap repair is
uncommon and operative mortality is rare. In contrast with
the conclusions of Beekman et aI., we suggest that their
data strongly endorse the superiority of the subclavian flap
repair.
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